Purpose: The present experimental study examined mental health literacy of postnatal depression (PND) in an Australian community sample. Method: Five hundred and twenty Australians (427 females) participated in an experimental study. Participants were randomly presented with one of three vignettes describing a "depressive" episode and then completed an online questionnaire examining mental health literacy and the capacity to recognise PND and its risk factors as well as the ability to source appropriate information. Results: Generally, the ability to recognise PND and the overall mental health literacy of the sample were high. Causation, however, was often misattributed to biological or environmental/social factors. PND recognition was found to be significantly affected by perception of the attachment relationship presented in two of the vignettes. Conclusions: Perception of attachment impacts PND recognition and this may negatively impact help-seeking behaviours.
Introduction
Mental illness has been identified as the leading cause of disability in Australia and costs an estimated $20 billion annually in lost productivity (Australian Bureau of Statistics, 2010) . Furthermore, mental illness disrupts an individual's ability to relate to their family, friends, colleagues, and broader community, leading to significant distress and disability. In 2007, 45% of Australians, or 7.3 million individuals, reported that they had experienced a mental illness during their lives (Australian Bureau of Statistics, 2010) . The National Health and Wellbeing Survey (Australian Bureau of Statistics, 2007) reported that of the individuals who reported expe-riencing a mental illness in the previous 12 months, 65% had not accessed any services. When asked why, they often reported that they had no need for any type of assistance. Therefore, assuming that there are services available and individuals are aware of them, the question is why they feel they do not need assistance. The answer may lie in mental health literacy.
In the present study, mental health literacy was examined as it relates to postnatal depression (PND), a common depressive disorder affecting a significant proportion of Australian mothers. Mental health literacy for PND has not received much attention or been widely measured in Australia, and with a vast array of misconceptions surrounding its diagnosis (e.g., such as a lack of distinction between PND, "baby blues" and postpartum psychosis). This study examined individuals' abilities to recognise PND, identify risk factors and causes, and determine what sources of information and help they would recommend to someone experiencing PND.
Mental Health Literacy
Mental health literacy is defined as "knowledge and beliefs about mental disorders which aid their recognition, management or prevention" (Jorm et al., 1997: p. 182 ). This includes the ability to recognise particular disorders, knowing how to seek mental health information, knowledge of risk factors and causes, knowledge about available self-treatments and professional help, and attitudes that promote appropriate help-seeking (Jorm et al., 1997) . According to Jorm et al.' s definition, an individual with good mental health literacy would be able to identify mental illness in themselves or others and then seek or recommend appropriate sources of help. However, research into mental health literacy in Australia has shown it to be generally poor (Goldney, Fisher, & Wilson, 2001; Goldney, Fisher, Wilson, & Cheok, 2000) . High levels of mental health literacy will increase the likelihood that these mental illnesses will be recognised and this will increase the possibility of appropriate intervention and meaningful social support (Jorm & Kelly, 2007) .
In 2000, the Australian government sought to redress the knowledge deficit with respect to depression by investing in primary health care and increasing the availability of services (Whiteford, Buckingham, & Manderscheid, 2002) . To give voice to the strategy of education and communication about depression, a health promotion agency, beyondblue, was developed to raise community awareness and reduce stigma. Although mental health literacy for depression may have improved following beyondblue's inception, similar improvement cannot be expected for other mood disorders such as postnatal depression. Mental health literacy for PND, nonpsychotic depression diagnosed either during pregnancy or the first four weeks postpartum (American Psychiatric Association, 2013), has not been systematically assessed in the Australian public. Thus the aim of the current study is to investigate mental health literacy relating to PND in an Australian community sample.
Postnatal Depression
PND affects 16% of Australian mothers . The Diagnostic and Statistical Manual of Mental Disorders-5 (American Psychiatric Association, 2013) lists peripartum onset as a specifier for a major depressive episode. Thus PND is based on the same diagnostic criteria as a major depressive episode, but with the unique requirement that the symptoms (e.g., depressed mood, loss of interest or pleasure, significant weight gain or loss, guilt) occur during pregnancy or in the postnatal period.
In the absence of a mental health literacy survey, researchers have examined the content of popular press articles to gauge public understanding of PND. Schanie, Pinto-Foltz, and Logsdon (2008) , for example, found that 36% of the articles identified fear of harming the baby or fear of the baby's death as a symptom, and 34% identified lack of interest in the baby as a symptom of PND rather than an effect. Furthermore, published symptom lists are often incomplete and inaccurate with little distinction made between "baby blues," PND, and postpartum psychosis (Martinez, Johnston-Robledo, Ulsh, & Chrisler, 2001) .
Fears of harming the baby and poor attachment with the baby are often described in anecdotal reports on PND (Fernandez, 1992) . While research confirms that fear of harming the infant is common in PND (Fairbrother & Woody, 2008) this is highly uncommon behaviour in PND sufferers (Donahue Jennings, Ross, Popper, & Elmore, 1999) . With regards to PND and attachment, the research findings are clear that long term, PND interferes with the attachment between mother and child. Mothers experiencing PND tend to be less responsive and more inconsistent in their care of the infant (Figueiredo, Costa, Pacheco, & Pais, 2009; Hendrick, 2003; Moehler, Brunner, Wiebel, Reck, & Resch, 2006) . However, the community perception seems to be that poor attachment with the infant is considered to be a symptom of PND rather than an effect (beyondblue, 2009 ). Thus the current research will examine if perception of attachment between mother and child will affect perception of diagnosis.
Recognition of PND presents some unique difficulties. Many women assume that symptoms are a normal part of parenthood and the result of fatigue, relationship strain, and personal weakness rather than depression and these perceptions are often supported by family members (Letourneau et al., 2007) . Research findings such as these emphasise the vital nature of increasing community mental health literacy for PND.
The Australian government has already introduced some initiatives to improve screening and treatment for PND. In 2009 the National Perinatal Depression Initiative was introduced and all pregnant women and new mothers are routinely screened for depression. This will increase the number of cases identified, but it may depend on an individual's mental health literacy as to whether they will then engage with treatment (Highet, Gemmill, & Milgrom, 2011) .
It is important for the causes of PND to be recognised as the misattribution of cause can also hinder appropriate help seeking in those affected. Research shows that instead of a definitive cause for PND, there are recognised risk factors. The precise combination of risk factors is unique to each woman, these include: a history of depression or anxiety; stressful life events; lack of social support; poor marital relationship; neuroticism; low self-esteem; difficulties with child care; difficult infant temperament; baby blues; obstetric complications; low socioeconomic status; single marital status; unplanned or unwanted pregnancy; preterm birth; and multiple births (Beck, 2001; Milgrom et al., 2008; Robertson, Grace, Wallington, & Stewart, 2004) .
The use of psychological therapies such as cognitive behavioural and group therapies as the first-line treatment for PND has been advocated (Austin, Highet, & Guidelines Expert Advisory Committee, 2011) as a result of the evidence found for their effectiveness (e.g., Bledsoe & Grote, 2006; Cuijpers, Brännmark, & van Straten, 2008) . Despite this, many GPs prescribe antidepressants to women with PND (Turner, Sharp, Folkes, & ChewGraham, 2008) . Breastfeeding women may be reluctant to take medication, however, and their beliefs about side effects, dependence, and stigma associated with taking antidepressants may result in poor treatment adherence (Turner et al., 2008) . While PND is a treatable condition and both pharmacological and psychological interventions can be of help, it would appear that treatment for PND needs to be more comprehensive. Research by Forman et al. (2007) reveals that even if PND is treated, this alone is not enough to protect the infant from the effects of having a depressed parent. Depressed mothers are often quite high functioning, however, they are significantly less responsive to their infants, experience more parenting stress and rate their infant's temperaments as more negative than non-depressed mothers. While the mothers in Forman et al.'s study were effectively treated for their PND, this treatment had no discernible effect on maternal responsiveness. While treating the mother's PND is important, it will not repair the attachment between mother and child and so additional help is required to re-establish the relationship. This is an additional reason behind the need for early symptom recognition and regular screening so that assistance can be provided before maternal attachment is irreparably damaged.
In summary, PND is a common depressive disorder commonly diagnosed up to 12 months following birth, and while having no exact cause, there are many well-researched risk factors. Many misconceptions about the disorder exist suggesting that mental health literacy relating to PND is likely to be low. This is of concern as research has shown that low mental health literacy in regards to PND is one of the most significant barriers to help-seeking behaviour and contributes directly to delayed help seeking (Thompson, Issakidis, & Hunt, 2008) . The occurrence of PND not only affects the mother, it can also have a profound effect on the parent-child attachment. Mothers with PND are less likely to be consistent in their responses to their baby and are more likely to be avoidant which can result in insecure attachment in the infant (Murray & Cooper, 1999) . Thus the more promptly an individual can seek help, the less damage is done to the parent-child attachment.
The Current Study
The purpose of the current study is to examine mental health literacy relating to PND by assessing ability to recognise PND from depression, to identify risk factors/causes, and to identify appropriate sources of help and information. Findings will enable the identification of common misconceptions of PND in the Australian public. In accordance with the literature reviewed, it was hypothesised that: 1) when presented with a vignette either describing a depressed individual or a depressed individual in the postnatal period, participants would be able to make a correct diagnosis of depression or PND, respectively; 2) when presented with a vignette describing an individual with PND, participants' diagnoses would be affected by the description of attachment to the infant, with poor attachment leading to an increased diagnosis of PND; 3) participants' suggested sources of a) infor-mation; b) help; c) treatment; and d) suggested causative factors of PND would differ according to diagnosis; and 4) participants would expect duration of illness to decrease if the individual received treatment.
Method

Participants
A total of 520 individuals participated in the present study. Of the total, 20 were excluded from the final data analysis due to inadequate completion of the questionnaire, leaving a final number of 500 participants. A power analysis suggested that a sample of 180 participants (60 per vignette), assuming alpha set at .05, and a medium effect size would give adequate power (>.80).
Participants' ages ranged from 18 to 75 years (M = 33.73, SD = 9.55), with the majority being female (85.4%, n = 427), parents (73.2%, n = 366), and holding a university degree (54.6%, n = 273). For respondents who were parents, the average age at birth of their first child was 26.94 years (SD = 5.12; range from 16 to 42 years, n = 364), and the modal number of children was two (M = 2.18, SD = 1.07; range from 1 to 8).
Recruitment was via invitations on notice boards at a local community health centre and university. Online invitations were issued via the research forum on www.bubhub.com.au, direct email, and Facebook.
Materials
Three vignettes were developed based on the work by Jorm in 1997 and personal communication with Jorm (A. Jorm, personal communication, October 25, 2010) . The first vignette (Depression-control) meets the diagnostic requirements for Major Depressive Episode as per the DSM-5, the second vignette (PND-poor attachment) meets the diagnostic requirements of Major Depressive Episode with Peripartum Onset Specifier and makes reference to attachment/bonding problems, and the third vignette (PND-good attachment) also meets the diagnostic requirements of Major Depressive Episode with Peripartum Onset Specifier and makes reference to positive attachment/bonding between mother and child.
The initial questionnaire consisted of three sections. The first contained 12 items designed to investigate participants' responses to the presented vignette. These items were based (with permission) on the work of Jorm and colleagues (A. Jorm, personal communication, October 25, 2010) and asked participants questions relating to what they thought was wrong with the character in the vignette, where could she find help, and how long the problem would last after receiving treatment. This was followed by a section of 16 demographic questions. These also included questions pertaining to training in, experiences of, and information sourcing for PND and mental health in general (e.g., "Have you or someone you know experienced postnatal depression?", "Are you aware of the organisation beyondblue?"). The final section contained 43 true/false/not sure questions about PND; these questions were based on information from beyondblue, the Post and Antenatal Depression Association (PANDA), and the DSM-5 symptom list for depression (e.g., "PND is different from the 'baby blues'", "Antidepressants can be part of a good treatment plan for PND"). These were intended to test participants' knowledge of PND and some of the myths surrounding PND.
The questionnaire was piloted with six individuals resulting in a change of question presentation order, changes to wording and the removal of some items. The final version of the survey commenced with a participant information page followed by 13 questions in section one, 16 demographic questions in section two, and 36 true/false questions in section three. At the conclusion of the questionnaire participants were provided with phone numbers for telephone counselling, a link to the PANDA website and comprehensive information about PND (reproduced with permission) from the PANDA factsheets (A. Christofidis, personal communication, March 28, 2011).
Procedure
After reading the online information sheet and consenting to participate in the study each participant was randomly presented one of three vignettes. Random allocation to vignette was conducted employing in the Qualtrics online survey interface. Following this participants were then presented with the questionnaire.
Ethics
This study was conducted with full human research ethics committee approval by the University of New Eng-land, Australia, Human Research Ethics Committee. All interactions with participants were online. All participants were 18 years of age or older. All participants viewed an information sheet online before commencing the questionnaire; the information sheet outlined the voluntary and anonymous nature of the survey and stated that the participant could withdraw from the study at any time. Participants consented to participate in the study by proceeding past the information screen to the questionnaires. This consent procedure fulfilled all requirements of the University of New England, Australia, Human Research Ethics Committee.
Statistical Analyses and Interpretation
SPSS version 19 was used for statistical analyses. The effect size reported, d, is the standard deviation unit Hedges' g (unbiased) and similar to Cohen's d (Borenstein, Hedges, Higgins, & Rothstein, 2009 ). The convention of small (0 to 0.2), medium (0.2 to 0.8), and large (>0.8) was used (Cohen, 1988) . Corresponding Cramer's V and ϕ effect size values are .00 to .10 for small, >.10 and <.37 for medium, and .37 and higher for large.
Results
The raw data were first examined for accuracy and missing values. Of the 500 participants, 169 were exposed to the PND-poor attachment vignette, 169 the vignette of PND-good attachment, and 162 the depression-control vignette.
As outlined in Table 1 , three quarters of respondents reported that they knew someone who had experienced PND, and a third indicated that it had been themselves or their partner. Most respondents indicated that they knew someone who had experienced a mental illness other than PND; friends, family members, and self/partner were the most reported.
All vignettes described a depressed individual and two described a depressed individual in the postnatal period. There was a strong association between vignette presented and diagnosis given, χ 2 (8, N = 496) = 265.83, p < .001 (two-tailed), large effect size Cramer's V = .52. As illustrated in Figure 1 , participants were more likely to make a diagnosis of depression when presented with the depression vignette (74%) and PND when presented with the PND vignette (77.5%) than any other diagnosis. There was a small but significant association between diagnosis given and attachment statement, χ 2 (1, N = 262) = 3.89, p = .048 (two-tailed), medium effect size ϕ = −.12. As illustrated in Figure 2 , participants were more likely to make a diagnosis of PND when the vignette referred to poor attachment.
As participants were able to select multiple responses, this data did not satisfy the assumption of independence for hypothesis 3, thus chi-square analysis was not used. Rather, descriptive statistics (i.e., frequencies and percentages) were used to examine the data (see Table 2 ). Participants' suggested sources of information were very similar for both PND and depression diagnosis (irrespective of vignette) with the exception of community health nurse which was suggested more for PND. Suggested sources of help were again very similar with the exception of community health nurse which was suggested more for PND. Recommended forms of treatment differed more between the groups. Family support, relaxation/time to self, support groups, and sleep were more frequently recommended for depression. Causative factors were the most disparate. Hormonal changes, being unprepared and uninformed about parenthood, single parent status, having a difficult baby, obstetric factors, and lack of sleep were all more frequently cited as contributing to PND, whereas day-to-day problems, traumatic events, virus or infection, being a nervous person, genetic tendency, low self-esteem, marital problems, and financial problems were more frequently cited as contributing to depression.
Finally, for hypothesis 4 participants were asked to estimate time of recovery (weeks) assuming no treatment (M = 26.99, SD = 16.79) or assuming treatment they recommended (M = 12.35, SD = 11.03). There was a statistically significant difference between estimated recovery time with and without treatment. On average, respondents estimated recovery time to be 14.6 weeks shorter with their recommended treatment than without, 95% CI [12.8, 16 .5], t(259) = 15.62, p < .001 (two-tailed), large effect size d = 1.05.
Discussion
The first hypothesis was supported given high percentage recognition of depression, 74%, which is similar to the 67% reported by Highet, Luscombe, Davenport, Burns and Hickie (2006) . The results of this study suggest that the increase in depression recognition has extended to depression in the postnatal period. The current study showed a PND recognition rate of 77.5% whereas Highet et al. (2011) revealed a recognition rate of 43.6%. This difference may be due to the different composition of the samples. The current study had more female respondents compared with Highet et al. (2011) , 85% versus 65%, and the age distribution was markedly different, with many more respondents in the 18 to 34 age group and less in the over 55 age group in the present study. Figure 2. Clustered bar chart illustrating the diagnosis given for the postnatal depression vignettes.
Given the differences in these samples, the disparity between PND recognition rates in the two studies is consistent with previous findings on mental health literacy. Young female adults are the group most likely to correctly identify depression with the elderly being the least likely (Cotton, Wright, Harris, Jorm, & McGorry, 2006; Farrer, Leach, Griffiths, Christensen, & Jorm, 2008; Fisher & Goldney, 2003) . Despite the disparity, the results from both Highet et al. (2011) and the current study suggest that recognition of PND in the community is at a high level. Highet et al. (2011) examined the beliefs of Australians about incidence rates of depression in the perinatal period. They found that this overestimation may inadvertently reduce stigma about depression in new mothers. The second hypothesis stating that when presented with a vignette describing an individual with PND, participants' diagnoses would be affected by the description of attachment with the infant, was supported. When the vignette referred to poor attachment, participants were more likely (medium effect size) to make a diagnosis of PND. This is a novel finding with the implication being that this misconception may be hindering recognition of PND and presenting an additional barrier to help seeking. When asked about the "facts" of PND, many participants showed good knowledge, but if recognition is confounded by perception of attachment, then help may not be sought or recommended. Anecdotally, when individuals are questioned about PND they often list poor attachment or failure to bond as a symptom essential to diagnosis rather than as a cause stemming from ongoing lack of interaction with the infant. In the current study only 13% of respondents were unsure or thought that failure to bond was a diagnostic criterion. This suggests that although the facts of PND are understood, when faced with a situation such as the vignette, current thinking appears to lead individuals to the conclusion that if a mother loves her child then it must be something other than PND that is wrong. This finding merits further investigation.
The results supported the third hypothesis for treatment and causative factors but not for information and help. This suggests that participants' sources of information and help are consistent for varying mental illnesses, but there is more confusion surrounding causation and thus treatment for PND. PND as compared with depression was more likely to be seen as the result of lack of preparation/information, biological issues, and environmental factors such as being a single parent or having a difficult baby. Infant temperament, obstetric complications, and single parent status are recognised as being common risk factors, but the frequently cited hormonal factors are not (Beck, 2001; Milgrom et al., 2008; Robertson et al., 2004) .
There were many commonly suggested treatments. The recommendations of therapy and antidepressants are likely to be part of the "beyondblue effect", while recommendations of laypersons' networks for PND is likely to be a reflection of how PND is understood. Recommendations such as these may suggest that PND is seen to have more of a social or environmental provenance rather than being something uncontrollable by nature (Angermeyer, Matschinger, & Riedel-Heller, 1999) . Sources of information and help were very similar for PND and depression with the exception of community health nurses who were recommended more highly for PND than for depression as both a source of information and help. This is positive in light of the additional funding and training that was provided for these services (Department of Health and Ageing, 2009) .
Finally, the fourth hypothesis was supported, with participants, on average, expecting recovery time to be almost 15 weeks shorter if their recommended treatment was implemented. This result is positive, especially when combined with the majority (91%) of participants nominating "Support from family and friends are important but someone with PND also needs professional help." This suggests that most participants see treatment as helpful for PND. As the most recommended treatments included counselling/psychotherapy, antidepressants, and support groups, this suggests that the awareness of treatment options for PND in the sample was good.
Limitations
Employing an Internet-based survey to collect data may have influenced sampling. The participants were predominantly non-Indigenous, female, well-educated, and parents, all of which may need to be taken into account when viewing the results of this sample in relation to the broader community. When asking about experience of mental illness, the questionnaire asked whether this related to "yourself or partner". Separating this question into two questions would have allowed a more detailed evaluation of the data. Finally, it is possible that the title of the questionnaire (Perceptions of Postnatal Depression) might have acted as a prompt thus inflating the correct percentage identified. However, any deception to try and hide this was ruled out a) for ethical reasons; b) the vignettes had to include real life information for identification, and c) real life provides prompts to family and friends such as the birth of a baby.
Conclusion
While PND is a common depressive disorder, misconception about the condition still remains, especially with respect to causation, though overall mental health literacy in the present sample was high. Prevailing misconceptions may impact help-seeking behaviours and thus impact future mental health.
